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he contribution of the el 'ogram to the Tdinical judgment used b z y s i c i a n in the emergency room to determine the necessity for hospitalizing patients with presumed coronary disease has not been carefully studied in terms of patients refused admission to the hospital at the level of the emergency mom. The consequences of wrong diagnostic decisions were discussed elsewhere.' The value of the ECG in helping the physician make the decision is the subject of this report. infarctions. In cases of doubt, the patient was placed in an adjacent room for 12 to 24 hours, at which time a final decision was made. All patients in the latter category had at least one additional ECG. There was no intensive care unit at the hospital during the period of this study. The hospitalized patients were transferred to a medical ward with a short summary of the findings made by the emergency mom physician, a tentative diagnosis, and the ECG. Once on the ward, the patients were treated by the regular ward stafF with no interference from those conducting the study.
Patients not admitted were invited for reexamination at a special follow-up clinic within one month of the date of the original referral to the emergency room for another ECG, history, and physical examination. Patients who did not come for follow-up were seen at their home by a special doctornume team, and similar data, including electrdographic tracings, were obtained. If the patient had died, the death certificate was recovered, and the physician who signed the death certificate was interviewed. Patients lost to follow-up were saught through the central population registry, and their vital status was determined.
The original ECCs obtained at the emergency rooin and all snbsequent tracings were independently read by two cardiologists. Neitber of these was aware of the final disposition of the patient.
Using all available data, one of the investigators classified each patient into a "final diagnosis" on the basis of the criteria of the World Health Organization.* When a final diagnosis could not be established on the basis of available iafomation, the patient was placed in a category of "ins&-cient data." The method is discussed in greater detail elsewhere.1 helpful, since they appeared in 13 percent of the ST-T changes, disturbances in conduction, or arnonemergencies, while accounting for only 6 percent rhythmias, or some combination of these findings of the myocardial infarctions. (Table 1) .
Of the 462 patients with normal ECGs, 25 percent Phyddan's Judgment were admitted to the hospital. Of these, 21 percent developed acute myocardial infarctions. Among the 345 patients with normal ECGs who were denied admission to the hospital, only four (1 percent) developed acute myocardial infarctions.
Of the 891 patients with abnormal ECGs in the emergency mom, 67 percent were admitted to the hospital. Of these, 63 percent developed acute myocardial infarctions. Among the 293 patients with abnormal ECGs who were refused admission, 29 ( 10 percent ) developed acute myocardial infarctions. From the point of view of correctly identifying cardiac emergencies and nonemergencies, the ECG was normal in 9 percent of those patients ultimately diagnosed as cardiac emergencies, and for nonemergencies the ECG was abnormal in 46 percent.
Type of Electro~~~dwgraphic A b m i t y
Of those with known ECGs obtained in the emergency room, 11 percent had positive findings of an acute myocardial infarction, and an additional 11 percent had evidence of acute ischemic changes.
Together these accounted for 63 percent of all subsequently diagnosed myocardial infarctions. The remaining 37 percent included 7 percent with normal ECGs in the emergency room and 9 percent with signs of an old myocardial infarction.
Disturbances in conduction and arrhythmias,
The physician in the emergency room did not rely entirely on the ECG to decide whether to admit the patient. Thus, 25 percent of those with a normal ECG were admitted, whereas 33 percent of those with abnormal ECGs were refused admission.
Ninety-four percent of the patients with a pattern of an acute myocardial infarction or with acute ischemic changes on the ECG from the emergency room were hospitalized But, even when no acute ischemic changes were present, the physician still discriminated very well between those with subsequent myocardial infarctions and nonemergencies (Table 2) percent nonemergencies admitted, respectively), except when the ECG was otherwise normal or the sample sizes were too smaU for proper comparison ( Table 3 ) . This confirms the previously noted impression that the electraadographic diagnosis of an acute coronary event is much more diflicult in the presence of disturbances in conduction or an old ischemic pattern.-Two hundred and two patients ( 13 percent of the 1,578 patients presenting) were kept in the emergency room for 12 to 24 hours, since no f i r m decision could be made initially. Subsequently, 99 of these were admitted, and 103 were sent home. Acute myocardial infarction was subsequently diagnosed in 50 of these 202 delayed cases, but seven patients (14 percent) of these 50 were refused admission despite a second ECG ( Table 4 ) . On the other hand, 40 percent of the patients clasded as nonemergencies were admitted following the delay. These rates of error are higher than in the patients with no delay ( P < 0.06) and could reflect the questionable character of the cases causing the indecision originally.
The period of delay and the second ECG increased the sensitivity of the procedure in determin- 
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